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i Life Care Center of Elizabethton is
F 000 | INITIAL COMMENTS F Qoo committed to upholding the
highest standard of care for our
During anntal recerlification survey and residents. This includes substantial
complaint Investigation, #32243, conducted from compliance with alf applicable
Septermber 16, 2078, through Saptember 18, - standards and regulatory
2013, at Life Care Ganter of Elizabethion, no : requitements. The facility
deficiencies were clted In refation to the complaint i w " .
under 42 CFR PART 482.13, Requirements for respectfully works in cooperation |
Lang Term Care. with the Stote of Tennessee
F 315 | 483.25(d} NO CATHETER, PREVENT UTI, E 315 Deportment of Heaith toward the |
$3=0 | RESTORE BLADDER best interest of those that require J'
, the servjces that we provide. |
Basad on the resident's comprehensive While this plan of correction is not |
assessmant, the fac_[!lf,y must ensure that a to be considered an admission of !
regident wha enters the faclilty without an tidh ol .
{ indwaliing catheter is not catheterized unless the validity of any findings, It is
rosident's clinical condition demenstrates that submitted in good faith as a
catheterization was necessary; and a resident required response to the survey
who is incontinent of bladder recelves appropriate conducted on September 16-18,
:“ef:t'l}:fm and garvices to prevent urinary tract 2013. This plan of correction is the
nfections and to restore as much normal bladder facility’s aflegation of substantial
function ag passible, : : ; . -
F31S compliance with federal and state
[ . . requirements.
This REQUIREMENT is not met as evidenced 1. What corrective action{s} will be accomplished
by: for thase residents found to have been affecteé  11/2/132
Based on medical racord review and Intqwiew. by the deficient practice:
gf facii[ty Eﬂe?‘ ﬁ;ﬁgﬂﬁﬁ]&d?ar Inco%hnet:ce Resident #145 was discharged prior to Life Care
' one rasiden + Of thirty-four residen Center of Elizabethton’s annual state survey.
reviewad. . .
: 2. How vou will identify other residents having
The findings includad: the potential to be affected by the same
deficient practice and what corrective action
Resident # 145 was admitted to the facility on will be taken:
April 9, 2013, and discharged from the facility on a.  All residents who had a significant change
June 4, 2013, with d;agnms inc{uding_ in bladder continence were audited by the
Cerebrovascular Accident, Dementia with g  narsi d the staff
Behavloral Disturbances, Anemia, Chronlc Renal irector of nursing and the s
Dlsease, Hypertension, Diabetes Malfitus, and development coordinator by October 4,
. 2013. _
m)%%l? OR'E OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE %LE {X6) DATE
v ; - . -
MM Ve Execulive Dictedor 10-4-13

Any del
other

FORM CMS5-26a7(02-99) Provigus Varsions Qbsaicto

tds provide sufficiant protection to
following the/date of survey whether arnot a plg
days following the date thes
progear parlicipation.

Evont iD:6IHR {t

the patlents, (Sen Instrctions.) Excapt for nursing homes, the findings stated above are diselgsables 80 days
n of corraction Jg provided. For nersing homes, the abgve Nindings and plans of comraction are disclosablo 14

@smmmunt ondlng with ah astortsk (*} danates o doficiency which the instiiuion may ba axcused from coracting providing It Is detemined that
@ documants an made avaliable to the faclity. If defidlencies ara cited, an approved plan of comaction Is requisite to contlnugc_l_
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F 315 | Continued From page 1
Chroni¢ Obstructive Puimonary Disease.

Medical record review of the admilaslon Mintmum
Data Set (MDS), dated April 16, 2013, revealed
the rasident scorad an 11715 on the Briaf
Interview for Mental Status (BIMS) indlcating the
rasident was modarately cognitively impalred,
raquired extenslve assistance with the Aglivities
of Daily Livirig, and was always continent of urina,

Medical record raview of the Urinary Inconfinence
Assessment, with no dale, or signature of the
nurse parfarming the assassmant, revealed ".is
rasldent incontinent of urlne: {(no)...ls physical
assistance required for tolleting? (yes)...does
resident require assistive devices that may
restrict or faciiitate tollating? {urinal, grab bars in
bathraomy..." )

Medical record reviaw of a Nuraes Prograss Note,
dated Aprit 10, 2013,.at 12257 a.m., rovealed
"...cont (continant) of B&B (bowe! and biaddar),
requires assistance with ADL's (activity of dally
living} and transfers...”

Medical record review of a slgnfficant change
.| MDS, dated May 2, 2013, revealed the resident

was frequently incontinant of urlne.

Maedlical record review of a Nurses Progress Note,
dated May 8, 2013, at 9:03 a.m., revaaled

= Incontinent of bowe! and bladder with pericare
PRN (as needed)..."

Interview with the Corporale Nurse, on
September 17, 2013, at 3:30 p.m., in the Director
of Nursing (DON) office, confirmed the residant
did have a changse In bladder continence, and
confirmed the facillty did not parform a bladder

b. No other residents who had a significant
F 315 change in bladder continence were affected
by the alleged deficient practice.

3. What measures will be put into place or what :
systernatic changes you will make to ensure

that the deficient practice does not recur:

a. The staif development coordinator will
educate 100% of licensed nurses by
November 2, 2013 on Life Care Center of
Elizabethton’s Bladder Assessment policy

: and procedure.

b. The dirécter of nursing and the staff
development coordinator will review all
residents who have been identified as
having significant changes in bladder
continence to audit far appropriate
assessmant completion and appropriate
intervention for 3 months to the executive |
director.

4, _How the corrective action{s} will be monitored
to ensure the deficient practice will not recur,

i-e.. what guality assurance program will be put

in place.
a. The executive director and the director of

nursing will present the results of the audits
to the Performance Improvement
Committee monthly.

b.  Ifitis deemed necessary by the committee,
additicnal education may be provided, the
process evaluated/revised, and/or the
audits reviewed for 3 months or until 100%
compliance is achieved.

¢. The Performance Improvement Committee
consists of the executive director, the
director of nursing, the medical director,
the director of nursing, and the health

11/2/13
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to help prevent the development and transmisston
of disease and Infection.

(2) Infection Control Program

The facility must establish an infection Contral
Program under which it -

{1) Investigates, controls, and praverits infactions
in.the facility:

(2) Decides what procedures, such as Isolation,
should be applied to an individual resident; and
(3) Malntains a record of Ingldents and mrreotlve
actlons related to infections.

(b} Pravanting Spread of infection

(1) When the Infection Contral Program
determines that a resident neads jsotation {o
prevent the spread of infeotion, the facliity must
isolate the resident,

(2) The facliity must prohiblt employeas with a
eommunicable disease or Infagted skin lesfons
from direct contast with residents or their food, if
diregt contact will trensmit tha disease.

(8} The fadillty must require staff to wash thelr
hands after aach direct resident contact for which
hand washing is indicated by accepted
professional practice.

(¢) Linens
Personnel must handle, stare, process and
transport linens so as to prevent the spread of

Infaction.

deficient practice:

{CNA) #1 and the activities director were

immediately educated on September 16, 2013 .
]l regarding Life £are Center of Elizabethton’s Infection !
" Control policy related to hand washing during

resident dining by the staff development coordinator.

2, How you will identify other residents having the
potential to be affected by the same deficient
practice and what corrective action will be taken:

& Allresidents in the facility being served by a-
facility associate during resident dining were
audited by the director of nursing and the staff

i development coordinator on September 16,

i 2013, i

"b.  Noother residents were affacted by this alleged:
deficient practice.

3. What measures will be putinto place or what
systematic changes you will make to ensure that the
deficient practice does not recur:

a.  The staff development ¢oordinator will educate
100% of associates by November 2, 2013 an Life
Care Center of Elizabethton’s Infection Contro)
policy and procedure related to hand washing

: during resident dining.

b.  The director of nursing and the staff
development coordinator will audit hand
washing pracedures during resident dining for 3
months and will repart findings to the executive
director.

() 1D SUMMARY STATEMENT OF DEFICIENCIES L) PROVIDER'S PLAN OF CORRECTION %3}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
information management director, director
F 319 | Continued From page 2 F.315] of maintenance, director of environmental
assessment related to the significant change. services, the activities director, the social
F 441 | 483.85 INFECTION CONTROL, PREVENT F441| services director, the admissions director,
$8=D | SPREAD, LINENS and the pharmacy consultant.
The facility must establish and malntain an
Infaction Control Program designed to provide a 1. What corrective action{s} will be accomplished for
safe, sanitary and comfortable environment and those residents found to hava been affected by the 11/2/13

FORM CMS-2567(02-98} Previcus Verslona Objolale Bvent 1D:G0HRIT

Facilty 10; TN100S

If continuation sheat Pags 3 of 4

<07 70%



2013-09-24 14:50

DCO547PM13501

8652125642 >>

4235430020 P 7/12
PRINTED: 08/24/2013

vrErAR IMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENYERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION 3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i‘ I;UILDING s }COW‘I.S,E?TED
445302 B, WING 09/18/2013
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
1641 HIGHWAY 19E
LIFE CARE CENTER OF ELIZA T
BETHTON ELIZABETHTON, TN 37643
{X4} ID SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORREGTION oo
PREFIX (EACH DEFICIENCY MUST BE FRECEDSD &Y FULL PREFTX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYRN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROQSS-REFERENCED TO THE APPROPRIATE DATE
. - DEFICIENCY}
F 441{ Continued From page 3 F 441
:h'ls REQUIREMENT is not met as_evldancad 4. How the corrective action(s) will be monitored to
gésed on observation. review of the facility ensure the defitient practice will not recut, i.e.,
. * . . what : s | .
policy: and interview, the facility falled to ensure m’%ﬂ% 11/2/13]
f . K - or O : 4
Lr:nel:;m;'r.:;gml was maintainad.in one of three nursing will present the results of the audits to
. the Performance Improvement Committee
Th i . monthly. '
@ findIngs included b.  ifitis ddemed necessary by the committee,
Ohservation on September 16, 201 3, at 11:80 additional education may be provided, the
a.m., In the resident's main dinin g room, revealed precess evaluated/revised, and/or the audits
Certifled NUI‘Siﬂg Assistant (CN A} #1 and the ¢.  director of maintenance, director of
Activ!ty DII‘GOIOI', han dlng out lunch t  an d environmental services, the reviewed for 3
touchin‘g the resident's fra and the residents menths or until 100% compliance is achieved,
withoutwea:ing g!r_.was or mhhg hands. d. The Performance Improvement Committee _
1 Continued gbsarvation revealad this ocourred for ) cansists of the executive director, the director.
elghteen of elghteen resilants observad, of nursing, the medical director, the director of
nursing, and the health information )
Raview of facllty policy, Dlning, last revised management director, activities director, the
March 1' 2013. revealad ".. AB&DOIaIBS wash thelr social services director, the admissions diractor,
hands before...serving, end distributing and the pharmacy consultant. -
food...Antiseptic hand solution
dispensers,..avaitable in the dining areas..."
Interview with the Directar of Nursing (DON), on
September 16, 2013, at 11:58 a.m., In the main
dining room, confimed hands must be washet
prior to teuching a resident's food or food tray and
when contact had occurred with the restdent.
" { Continued Interview with DON confirmed the
policy had not bean foliowed. -
R -— Fuelilty [D: TN1004 If continuation sheat Page 4 of 4
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